The performance of open-heart surgery necessitates the cannulation of a major artery to replace, into the patient, blood being returned from the pumpoxygenator. Originally the subclavian artery was used as it was thought that this would ensure good brain and coronary perfusion. With the change to a median sternotomy (Julian, Lopez-Belio, Dye, Javid, and Grove, 1957; Lillehei and Cardozo, 1959 ) the use of the subclavian artery was abandoned because of the difficulty of access and the danger of destroying the arterial supply to the arm. The femoral (Lillehei and Cardozo, 1959) or iliac (Kirklin and Lyons, 1960) arteries were then used. The use of either of these is associated with many complications, of which the commonest is dissection (Matar and Ross, 1967; Elliott and Roe, 1965; Williams and Johnson, 1964; Jones, Vetto, Winterscheid, Dillard, and Merendino, 1960) . Other complications are retroperitoneal haemorrhage (van der Woude and Iticovicci, 1962) , postoperative stenosis and ischaemia, traumatic aneurysm, and late haemorrhage (Baird and Doran, 1964; Trimble and Bigelow, 1966) . Local dissections can cause paraplegia, steatorrhoea, large bowel obstruction, renal complications, and myocardial infarcts, or they may be a source of emboli or a site for bacterial endocarditis (Matar and Ross, 1967) .
Most centres now cannulate the aorta (Nuniez and Bailey, 1959; DeWall and Levy, 1963) . This has various advantages-it avoids the complications of femoral artery cannulation, the cannula is continuously visible and easily available to remedy any problems, there is no second operation site of doubtful sterility, time is saved, and in hypothermia the cold blood is directed to the important organs first and to the muscle mass second (DeWall and Levy, 1963) . Also a larger cannula can be used which is of importance in children (Nufiez and Bailey, 1959) . However, a number of complications from aortic cannulation have been described. The cannula has entered the left common carotid artery causing cerebral haemorrhage (Kulkarni, 1968) , and Parker (1969) suggests that some postperfusion deaths, especially in children, may be due to inadequate aortic arch perfusion.
Since 1966 there have been 503 cannulations in this unit. The cannula now used is a 7/32 in (5-6 mm) caval cannula cut diagonally to a point. A cuff of -1 in (6-4 mm) tubing is placed around it 2 cm from the end to prevent its entering too far.
In There have been no cases of haemorrhage from the cannulation or sepsis at the cannulation site.
CONCLUSIONS
In this unit the aorta is considered to be the best site for cannulation but care is needed to avoid complications. They can be avoided by careful placement of the cannula and vigilance on starting the perfusion.
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